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The following common abbreviations are used
throughout this document;
Preparation and/or execution of the
ggﬁl\! - gie.sisfant ?gect?r of Nursing - response and plan of correction do not
- Factor of Nursing Htute admissi ;
MAR - Medlcation Adminlstration Record mlns A _e A ,m'sm_ﬂ of agrecment by the
MDS - Minimum Data Set i provider of the truth of the facts alleged
FPRN . Pro re nafa (as needed) or conclusions set forth in the statement
Mg - Milligrams of deficiencies, Fhe plan of correction is
Mg - Mtnrograms prepared and/or executed solely because
Less common abbreviations will be annotated in the provisions of federal aud state law
sach deficiency. reguire it,
F 2721 483.20(b)(1) COMPREHENSIVE F2rz

88=E | ASBESSMENTS
F-272 COMPREHENSIVE

The facility must conduct inffially and periodically ASSESSMENTS

a comprshensive, acourate, standardized
reproduclble assessment of cach resident's
functiohal capactty.

A fagility must make g comprehensive Corrective Action
assessment of a resident's nesds, usng the
resident assessment Instrument (RAJ specified
by the State. The assessment must inclyde at
ieast the following!

Identification and demographic information:
Custemary routine;

Cognitive patterns;

Conimunication;

Vigion:

- Mood and behavior pattemns,

Psyohosocial well-being;

Physleal funetioning and structural problems;
Continence;

Disease dlagnosis and health conditions:
Dental and nutritional status;
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4

Residents #38, #39, #41, #49, #52, #54, #55,
| #75, #77, and #100°s comprehensive
assessments will be reviewed by the IDT to
deferimine if a significant change of status
assegsment needs to be completed to re-
cstaﬁjjsln plan of care with further CAA
analysis. If appropriate care planning is in
- place and assessment is accurate then the
CAA’s will be redone with further atalysis
at the time of the next due comprehensive
assessment,

ther sa{eguar-daé@ﬁﬁﬁ@ﬁf@@i@@ppra acllon fo th patiants. (Gee Instructions.} Except for nursing homes, the indings sisted ebove aro disclosalio 90 days
Qitowing the datg o{”mwé’y whether of not a plan §¢ corrootlon ls provided, For nuteing hores, the above findings and plans of conaction are diselosable 14

ys followtnp thérdatgtiashidaaifionts aro mad§ available to the faclity. If defictencies are clied, an approvad plan of correation is regquisile to continuad
program pariiclpation,
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F 272 Continued From page Eo7a
Skin conditions; Comprehensive assessments of current
Aotivity pursult; residents completed within the last 60 days
Medications; will be reviewed by the IDT to determine if
Spoclal treaiments and procedures; | a significant change of status assessment is

Mscharge pofentlal;

Pocumentation of summary information regarding needed to e-establish an appropriate plan of

the additional assessment performed on the care care through further CAA analysis. Any
areas friggered by the complefion of the Minlmum _restdent identified as needing a further
Data Sef (MDE); and analysis of findings will have a significant

Documeniation of participation In assessment, change of condition scheduled and

completed within 14 days of the ARD,
Systemic Changes

I The Resident Care Management Direcior
and the MDS Coordinator will be provided
education by the Division Director of Care

| %
This REQUIREMENT s not met as avidenced Management or designes regarding CAA

by:

Based on staff Interview and medical record completion and analysis of findings on or
review, the fachity falled to ensure care area befors the date of compliance. The Resident:
assessments {CAAg) were comprehensive In a Care Management Director and MDS
o 5 001020 gy, || coonmor i st i
#56, #75, #77, #100). The findings were: include CAA's and care planning on 4/9/14

and 4/10/14,

1. Raview of the 1/3/14 admission MD&
assossment showed resident #77 triggerad for | Comprehensive assessments scheduled and
multiple areas which requited additional | completed after the date of compliance will

comprehensive assessment, These areas . ) o .
included: Cognliive Loss/Dementia, have comprehensive CAA analysis and

Cominunication, ADL Function/Rehabilltation thorough review.

Potentlal, Urinary Incontinence, Falls, Nutritlonal ; ,

Status, Pressure Ulcer, Psychotropin Drug Use, .1 The Division Director of Care Managemend
| and Paln. Review of the corresponding CAAs for " | or designee will randormly audit 25% of

thase areas showed the assessment/analysis of - | comprehensive assessments completod

the irlggerad areas was not comprehensive, g
Review showed only daa from the MDS weekly for thorough completion of CAA’s

assessment was re-writlen o the CAA instead of and analysis of findings for 90 days.
FORM CMS-2667{02-90) Previous Verslona (isolele Evont 1D: ISKET1 Facillly 10: WYo0n5 I continuation shoet Page 2 of 26

qof{b At

# ; w\[b



04/13/2014 SUN 22:39 FAX Cheyenne Aloo1/o081

-

PRINTED: 04/08/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. £938-0391
STATEMENT OF DEFICIENCIES (%1) PROVICER/SUPPLIGR/GLIA {(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NURBER: A BUILDING COMPLETED
C
§536026 B, WING 0312012014
NAME OF PROVIDER O SUPPLIER STREET ABDRESS, CITY, STATE, 7IP GODE
2700 B 14TH STREET
WE A
CHEYENNE HEALTH CARE GENTHER CHEYENNE, WY 82001
{4} 1D SUMMARY STATEMENT OF DEFICIENCGIES n FROVIDER'S PLAN OF CORREGTION (X8) X
PREFIX (EACH DEFICIENCY MUBT BE PREGEDED BY FULL PREFIX {FAGH GORRECTIVE AGTION BHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING RIFORMATION) TAG GROSS-REFERENGED Tg(;rg& APPROPRIATE DATR
DEFICIENGY

F 272 Continued From page 2 T ] -
an assessment of the data, Monitoring

2. Review of the 10/2/13 significant change MDS The Resident Care Management Director

assessment showad resident #54 triggered for t /Designee wilt bring the results of the audits
muitipiehar Bas which requlr?dﬁdditIOIWQF i to the monthly QA&A Committee for 3
comprehensive assessment. These arsas ) ,
includad: ADL Function/Rehablitation Potential, months for review and recommendations.
Urinary Incontinence, Falis, Nutritional Status, Date of compliance is April 21, 2014,

Pressure Ulcer, Peychofropic Drug Use, and
Pain. Review of the corresponding CAAs fot
these areas showed the assessmentanalysis of
the trigered areas was notcomprehensive.
Review showed only data ftem the MDS
assessment was re-written on the CAA instead of
an assessment of the data,

3. Revlew of the 8/13/13 annual MDS
assessment showed resident #49 iriggered for
multiple aress which requirad additionat
comprehenslve assessment, These arsas
included: Cognitive Lass/Dementia, Visual
Functioh, Communication, Udhary incontinence,
Bahavioral Symptoms, Activities, Falls, Nutritional
Stadus, Pressure Ulcer, and Paychotropic Brug
Use. Review of tha corresponding GAAs for these
areas showed the assessmantanalysis of the
trlggered areas was not comprehensive. Review
showed only data from the MDS assessmant was
re-written on the CAAInstead of an assessment
ofthe data,

4, Review of the 3/7/14 annual MDS agsessment
showed resldent #52 friggered for multiple arcas
which requlired gdditional comprehensive
agsessiment, These areas Included: Cognllive
LossMementia, Cormmunication, Behavioral
Symptoms, Falls, Nutritional Status,
Dehydration/Fluld Maintenance, Prassure Ulcer,
Psychotropic Drig Use and Paln. Review of the
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Continued From page 3

corrasponding CAAs for these areas showed the
asressmentianalysls of the triggered areas was
not comprehensive, Review showod only data
from the MDS assegsment was re-writtan on the
CAA Instead of an assessment of the data,

8 Revlew of the 8/13/13 significent change MDS
assessment showed resident #66 triggered for
multiple areas which required additional
comprehensive assessment. These areas
Included; Cognitive Loss/Dementia, Visual
Function, ADL FunctlonaliRehabiiitation Potential,
Urlnary incohtinenoe, Psychosocial Well-Being,
Behavioral Symptoms, Fails, Nutritional Status,
Dehydration/Fluld Malntenance, Dental Care,
Pressure Ulcer, and Psyohottoplc Drug Use.
Roview of the corresponding CAAs for these
areas showed the assessment/analysis of the
triggered areas was not comprehensive, Review
showed only data from the MDS assessment was
re-wrltten oh the CAA Instead of an assessment
of the data,

8. Revlew of the 1/21/14 admisslon changs MDS
assessment showed resident #76 triggered for
multiple areas which required additional
comprehensive assessment. These areas
included: Cognitive Loss/Dameantla,
Communleation, ADL FunctionalfRehapliitalion
Polenthal, Urinary Incontinence, Behavioral
Symptomes, Falls, Nutritional Status,
Dehydration/Fluid Maintenance, Presstire Ulcer,
Psychotrople Drug Use and Pain. Revisw of {hs
correeponding CAAs for these areas showad the
agsassmentianalysis of the lriggered arcas was
nol-comprehensive, Review showed only data
from-the MDS assessment was re-written on {he
CAA Insterd of an assessment of the data,
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7. Review of the 12/14/13 annual MDS
assgsament showed Cognitive Impalrment
friggered for comprehensive assessmeont for ¢
resident #39. Review of {he corresponhding CAA
for this area showed the assessmentanalysls of
the triggered area was not comprehensive.
Review showsd only data from the MDS
assessment was ra-writlen on the CAA instead of
an assessent of the data,

8. Raview of the 9/30M3 annual MDS
assassiment showed the following sreas triggered
for comprehensive assessment for resivent #36:
Cognlitive Loss/Memaentia, Visual Funstion,
Gornmunication, ADL Funotional/Rehabifitation
Potentlal, Utinary Incontinence, Falls, Nutritiona!
Status, Pressure Ulcer, and Paychotrople Drug
Use. Review of the comresponding CAAs fof these
areas showed the assesement/analysis of tha '
triggered areas was not comprenansiva. Review
showed only data from the MDS assassment was
re-writtan on the CAA inslead of an asseasment
of the data,

9. Review of the 6/26/13 initial MD$ assessment
showed the following areas iriggered for
comprehensive assessmant for rasident #100:
Cagnltive Lose/Dementls, ADL
Functional/Rehabilitation Patential, Urnary
Incontinence, Nutrtflonal Satus, Pregaure Ulcer,
Physleal Restraints, and Paln. Raview of the
corrasponding CAAs for thase areas showed the
assessment/analysis of the triggered areas was
hot comprehensive. Review showed only data
from the MDS assessment was re-written on the
CAA instead of an assesament of the dats,

10. Review of the 6/23/13 annuai MDS
assesament showed the following areas triggered

FORM CMS-2507(02-99) Pravious Veralons Obuolate Gvent (L:16X614
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F 272 Contintted From page 5 F 272
for comprahensive assassmant for resident #41:
Cognltive Less/Dementla, Communication,
Urinary Ihcontinences, Falls, Feeding Tube,
Pehydration/Fluld Mamtenance, Prasesure Uleer,
 and Peychotrople Drug Use, Review of the
cotresponding CAAs for these arsas showed the
ascassmentanalysis of the triggered areas was
not comprehensive, Review showed only date
from the MDDS assessment was re-written on the
CAAinstead of an agesesament of the data,

11. Interview with the MDS coordinator on 3/20/14
at 3:20 PM verified staff "got behind” an
completion of the MDS assessrenis and CAAs
were not atways done comprehensively,

F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279
88=p | COMPREHENSIVE CARE PLANSG
E-279 DEVELOP COMPREHENSIVE
Afacillty must use the resulis of the assessment CARE PLANS

to develop, review and révise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care Correct; .
plan for each resident that includes measurable orrective Action
ohjectives and timetables to meat.a resldent's

medical, nursing, snd mantal and psychosocial Resident #75 is no longer a resident of the

needs that are identifled in the comprehensive facility,
gssesgment, .
The:care plan must describe the services that are Tdentification of Others
to b furnished to aftaln or maintain the residant’s :
highest practicable physical, mental, and The Resident Care Management Director
psychosocial well-being as required under andfor Designee will conduct a facility-wi
. . y-wide
§483.25; and any services that would otherwise audit of current incontinent residents for

be required under §483.26 but are not provided

dua 16-the resident's exerclse of rights under presence of an incontinence care plan, An

§483.10, Inoluding the right to refuse treatment incontinence care plan will be developed as
under §483.10{b}(4). needed based on audit resuls.
FORM CM3-2567(02-08) Previous Viraions Obeolale Evenl ), 15X614 Faciily 10; WY 0003 If confinuation shoel Page 8 of 28
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F 278 | Continued From page 6 F279
The Division Director of Care Management
or designee will provide education to the
?’;};}3 REQUIREMENT i not met as evidenced Resident Care Management Director, MDS
Based on medical record review and staff Coordinator, and the ID'T" addressing
Interview, the facllity falled to develop @ . comprehensive care plan development,
comprohensive care plan for 1 of 21 sample i including development of incontinence care
residents (#786). The findings were: ' plans as needed.
Review of the medical record revealed resident The Resident Care Management
grs was ac:fT[Etied ;:odthée 'F_'{aciigy tin W&?fi with Director/Designes will conduct random
aghoses that included Huntinglon's disease. weekl o f ;
The admlssion MDS assessment dated 1/20/14 h); aud't."’ f(;.r _fom (4) wecks “fd )
revealed the resident was occasionally monthly audits for three (3) months for
Incontinent, on a toileting program, and required - residents on care conference schedule to
the extensive assistance of one person for -confirm the existence of appropriate
tolleting, Review of section V of the MDS incontinence related care plans for affected
assessment showed, based on further residents i
assessment of urnary incontinence, a decision Vonit o
was made to address incontinence with a care onxoring
plan. However, no care plan for tolleting or , )
incontinence wes located In the resident's record. The Resident Care Management Director /
Interview with the MDS coordinator on 3/20/14 at Designee will bring the results of the audits
360 PM conﬂm;ed e caredplan for incontinence J to the monthly QA&A Committee for 3
was developad for this resident, R :
. . , maonths for review and dations.
F 281 | 483.20(k)(3)() SERVICES PROVIDED MEET Fogt| PONS IO And recommendations
. [~ Iy !
88=D | PROFESSIONAL STANDARDS _ Date of compliance is April 21, 2014, -
The services provided or arranged by the facllify-
& ty. -
must meet professional standards of quality F.08] SERVICES PROVIDED MEET
PROFESSIONAL STANDARIS
This REQUIREMENT Is not met ag evidenced
oy: Corrective Action
Based on staif interview and medical racord
review, the facility fallad to ensure staff followed Resident #100 has discharged from the
physiolan's orders regarding traatments for 1 of facilit
21 sample residants {(#100), The findings were: Y.
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Review of the 2/14114 physician's ordars for Identification of Others
resident #100 showed an order to wrap the lower
extremitios ?vez;y day Eirom IQB togs to kneas with The Director of Nursing/Designee will
goe wraps, Further orders showed the wraps . - : ; G
should bpe ohin the morning and off at bedﬁme, In “’ndw 2 fa(”h.ty'wm‘ie é‘,’d’t_to.zongm.t}
addtion, the resident's skin Integrity was to be physician orders for curront residents with
assessed and documented before placing and ace wraps and oxygen saturations are.
after removing the weaps. Review of the Febryary i followed and properly documented for the
2014 and March 2014 tregtment administration past 2 weeks. Corrective actions will be
records (TARs) showed ho evidence the wraps ken for identified concerns
were removed at bedtima and the ekin integrity taken for identll '
weas assessed on 2/26/14, 2126114, 3/2/14, and
313114, Further review showed no evidengs the N
wraps were Utllized as ordered on 2/07/14. Systemic Changes
In addition, review of the February 2014 and \
March 2014 recapliulation of physiclan orders The Staff Development
showed an order dated 8/15/13 o titrate the Coordinator/Designee will provide
reaidafnt's oxygern ih anhaﬁfempl to reduce oxyg{an ' education to Heensed nurses addressing the
use while maintalnlng the oxygen saturation rate following of physician orders and
above 88%. Review of the February 2014 and . _ e
March 2014 TARs showed no evidencs the gocumentation on treaiment records,
saturation rate was obtained on the evening shifts inchuiding documentation of ace wraps and
oh 2/3/14, 215114, and 2/6/14, Also, there was no oxygen saturations.
evidence the saturation rate wae assessed during
the night shift on 2/10/14, 2112114 and 3112114,
nkerview with the DON and ADON on 3/20/14 ot
1 PM revealad physiclan orders should always ba
followed as written and they were unsure why ths
above noted omisslons occurred,
According fo the Wyoming Nursing Practics Act
of July 2008 and the Adminisirative Rules and.
Regulations of November 20083, nursing must
function under the direction of a licansed
| phiyalclan.
F 282 483.20(K){33¢ii} SERVICES BY QUALIFIED F 282
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(%4)iD SUMMARY STATEMENT GF DEFIGIENGIES iD PROVIDER'S PLAN DF CORREGTION X8)
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DEFICIENCY)
F 281 | Continued From page 7 F281 The Director of Nursing/Designee will I
Review of the 2/14/14 physiolan's orders for .canduct random ».veeldyv audits for fonr (4)
resident 1100 showed an ordet to wrap the lower weeks and monthly audits for three (3)
axtremifies every day from the tcos to kness with months to confirm physician orders for ace
aﬁe VFJ&LPS' Flirt?ﬁr order;s showéedf;_h? ;vr{:l»s f wraps and oXygen saturations are followed
shoukd ba on In the morning and off at bedlime. 1n . ; .
eddition, the resident's skin Integrity was to be and docutmented on treatment records,
assessad and documented before placing and
after removing the wraps. Review of the February
2014 and March 2014 treatment administration ,
records (TARs) showsd no evidence the wraps Monitoring
were removed at bedtime and the skin integrlty . . ) . )
was nssessed oh 2/26M4, 2/26/14, 3/2/14, and The Director of Nursing /Designee will
3(3/14. Further review showed no evidence the bring the resulfs of the audits to the monthly
‘wraps were utllized as ordered on 2/27/14. QA&A Committee for 3 months for review
In additlon, review of the February 2014 and and recommendations
March 2014 recapitulation of physiclan orders ’
showed an order dated 8/16/13 to thrate the Paie of i . .
resident's oxygen in an attempt to reduce oxygen ale of compliance is April 21, 2014,
use while maintaining the oxygen saturation rate
above 89%. Review of the February 2014 and
March 2014 TARs showad no evidencs the
saluration rate was obtained on the evening shifts
on 213/14, 215114, and 2/6/14, Also, there was no
svidance the saluration rate was assagsed during
the night shift on 2110/14, 2/12/14 and 3/12/14.
Interview with the DON and ADON on 5/20/14 at
1 PM revealed physiclan orders should always be
followed as written and they wera unsufe Why the
above noted omissions occurred,
According to the Wyoming Nursing Practice At
Of July 2005 and the Adminisirative Rules and
Regulations of November 2003, nursing must
function under the direction of a ilsensed B :
physician, F-282 SERVICES BY QUALIFIED
F 282 | 483.20[K)(3)(H) SERVICES BY QUALIFIED F282) PERSONS PER CARE PLAN
§8=D | PERSONS/PER CARE PLAN
Event D 16X51 Facllity 1r WY 0005 If conlinuation sheet Page 0 of 28
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F 282 { Coniinued From page 8 F 287 Corrective Action

The services provided or arranged by the facllily
must be provided by qualified persons In
accordance with esch resident's wiltten plan of
carg.

This REQUIREMENT Is not met as avidenced
by '
Basad on observation, staff interview, and

stoff followed the care plan for 2 of 21 sample
residents (#41, #97). The findings wete:!

1. Review of the admisgicn care plan showad
resldent #97 experlanced aclual pain due to g
rocoard fall. Review of the 12/31713 care plan
interventions showed siaff should observe the
resident for gigns and sympiorns of pain,
Including verbal expressions and non-vetbal
expragsions avery shift, However, review of the
PRN pain MAR showe the resident’s pain level

reveafod the residenl's paln level was not

116714, 1/10¢14, 111114, 1/12/14 and 1/13/14,
Interview with the DON and AIBON on 3/20/14 at

been followadgespeclally for pain since the
rosident was admitted because of a fall at home
which resulted In paln,

2. Review of the March 2014 physlolan ordars
showad resident #4 1 had an indwelling winary
catheter, Observation on 3/17/14 at 2:20 PM
ghowed the resident was fransferred from the
wheelchair to the bed using 8 mechanical fift.
Obsarvation showed during the transfer the

medical record review, the facllity falled o ensure

was not agsessed on the avening and night shifts
on #3114, 177114, /814 and 1/8/14. Review also

assessed during the night shift on /1414, 144114,

1 PM verified the residenl's care plan should have

" actions will be taken as needed for identified

Resident #97 has discharged from the
facility,

The SDC will educate primary resident care
specialist cate givers of resident #41 on
having her catheter bag and tubing placed
below her bladder during transfers involving
a mechmical Hft.

Ydentification of Others

The Director of Nursing/Designee will
conduct a facility-wide andit of pain MAR s
and documentation of pain per pain scale on
medication administration record for current
residents for past 2 weeks to confirm
resident’s pain levels are ussessed in
accordance with the resident’s care plan,
Corrective action will be taken as needed for
identified concerns.

The Director of Nursing/Designee will
conduct a facility-wide observation audit to
confirm current residents with indwelling
catheters requiring the use of a mechanical
lift have their catheter bags located below
the bladder during the transfer and in
accordance with fhe care plan. Corrective

concermns.
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F 282 | Continued From page 8 Fa82

The services provided or arranged by the facliity
must be provided by quallfied persons in
accordance with each resldent's written plan of
care,

This REGUIREMENT is not met as evidenced
by

Bagad on obsatvation, staff Intarview, and
medical record review, the faciilty failed to ensure
staff followed the care plan for 2 of 21 sample
residents (#4 1, #97). The findings were:

1. Review of the admission care plan showad
rasident 797 experienced aclua! pain due o a
recant fall. Roview of the 12/31/13 care plan
interventions showed staff should observe the
restdent for signs and symploms of pain,

including verbal exprassions and non-verbal
axpressions every shift. However, review of the
FRN pain MAR showed the resldent's paln {evel
was not assassed on the evening and night shifts
on 11314, 172114, 1/8114 and 172114, Review also

reveaied the resident's pain leve) was. not
assessed durlng the night shift on 14114, 14114,
1/8/14, 1710114, 1141744, 112/14 and 1113114,
Interview with the DON and ADCN on 3/20/14 at

1 PM verifted the resident's care plan should have

i been followed, espoecially for pain since the

resident was admitied because of a fall at home
which resufted in pain,

2. Review of the March 2014 physician orders
showed resident #41 had an indwelling winary
catheter. Observation on 317114 at 2.20 PM
showed the resident was transferred from the
wheslchair 10 the bed using a mechanical lift.

1 Obsetvation showed during the transfar the |

The Staff Development

| Coordinator/Designee will provide
education to livensed nurses on following,
the plan of care including addressing the
facility’s pain management systerm,
including documentation of pain assessment
on pain MAR and medication administration
record,

The Staff Development
Coordinator/Designee will provide
education to Heensed nurses and certified
nurse aides on following the plan of care
ircluding addressing the appropriate
mechanical lift {ransfer protocol for
residents having indwelling catheters.

The Director of Nursing/Desighec will
conduct random weekly audits of
medication administration records for four
{4) weeks and monthly for three (3) months
to confirm resident’s pain is assessed and
documented in accordance with the care
pian.

Random observation audits of transfers with
mechanical lift of 4 residents with
indwelling catheters will be conducted by
Director of Nursing or designee to monttor
for proper positioning of catheter during the
transfer. The audits will be conducted
weekly for 4 weeks and then monthly for 3
months.

(X5}
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PREFIX (EACH DEFICtENGY MUST BE PRECEDED 8Y FULL FREFIX (EACH CORRECTIVE AGTION BHOUID BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENGED TO THE APPROBRIATE BATE
DEFICIENGY)
F 282 | Continued From page 9 F 282| Monitoring
indweliing cetheter bag and tubing was placed ' ) ) ) , )
above the regident's biadder allowlng urine fo flow Th_e Director of Nursing /Designee will
back into the bladder. Review of the 7/19/13 oare | bring the results of the audits to the monthly
?!a_f;ltsft\o\?{ed infstrti:ctionsItt;;lSciexcurelcatheter to QA&A Committee for 3 months for review
acilltate flow of urine malntaining urinary and re i
dralnage bag below lovel of bladder.” Inferview i recommendations.
with the DON and ADON on 3/20/14 at 1 PM . . . .
verified placing the catheter bag above the Date of compliance is Aprit 21, 2014,
bladder during the transfer was not acceptable
practice, They further stated resident care plans
should be followad,
F 300 | 483.25 PROVIDE CARE/SERVICES FOR F 309| £-309 PROVIDE CARB/SERVICES FOR
8g=p | HIGHEST WELL BEING HIGHEST WELL BEING
Each resident must recelve and the facllity must
provide the necessary care and services to altain
or maintain the highest practicable physical, Corvecti .
mental, and psychosoclal weli-baing, in orrective Action ;
aceordance with the comprshensive agsesamant e _
and plan of care. The Director of Nursing or designee will
review docimmentation of pain for the past 2
weeks for resident #41. Additionally,
This REQUIREMENT is not met as evidenced resident #417s pain assessment will be
by: reviewed and wpdated as needed, The
Based on staff interview, medical record review, attending physician will be contacted as
anr_i rev[qw of the pain management paillcy, the needed to review findings and pain
facillty failed to ensure the necessary medication regimen
assessmenis and menforing was implementsd to gk
ensure adequale pain management for 1 of 8 . . _ :
samplo residents (#41) who had pain. In addition, Resident #97 has discharged from the
the facility failed to ensure an adequate  faclity.
assessment of a change in condition was
performad for 1 of 1 sample resldent (#97) who
had a change In condition. The ﬁlndlngs were:
1. Raview of the medical record showed resident |
#41 had diagnoses including braln injury and was (
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L o P! I v e e e keeen e e e s
F 308 Contlnued From page 10 F 308 Identification of Others
unable to speak. Review of the 1/30/14 quarterly o
MDS assessment showed, based on non-verbal The Director of Nursing/Designes will
aounc:a aﬂddfa0§a| eXDf‘eS&ilonc? the fﬁsldenkt y conduct a facility-wide audit of resident’s
experienced pain ofe 10 wo days per week an _ pain levels for the past 2 weeks, including

recelved both routine and PRN pain medications. A :
Review of the March 2014 physician's orders assessment and administration of pain

showed there was an order for medications as nesded in accordance with
oxycodone-acetlaminephen (narcolic) & mg/325 the physician’s orders, Corrective actions

mg every 6 hours as needed for pain, Review of will be taken as needed for identifiod
the orders showed thers was also an order for

Ihuprofen 600 mg every 6 hours as neaded for conceras.
nalr. n addition to the PRN orders the resident
routinely recalved Tyleriol 326 my three times per
day for comfort, Review of the March 2014 PRN
pain MAR showed the following concerns, . o . )
a. On 3/4/14 during the evening shift (2 PM to The Director of Nursing/Designee will
10 PM) the resldent was assessed o have a pain conduct a facility-wide audit of residents
'eVeit"(fa?q%r)‘ 5& 2‘;?'?”? 0 to| 1’3 ‘:'gtg J,gebnam%fge with a change of condition in the past 30
WOFS . 1ew revealed | | ce (i1 ‘ | ' . -
resident was administered any PRN pain days for appropriate docutnentation of
madication or provided non-pharmacoiogica condition, documentation of physician
Interventions, 1n addition, there was no evidence notification and appropriate orders were
the resldent's paln was monitored of re-assessed obtained. Corrective actions will be taken
agaln untit the next shift for identified concerns.

b. On 31314 during the day shift (§AMto 2
PM} the resident was assessod to have a pain
jevel of TMO without evidance pain medication
was auministered, There was also no svidence
nofi-pharmacological interventions were
attempted and the next time the resident's pain
was.assessed was sometime during the naxt
shift.

&, On 3/17/14 during the night shift (10 PM to
8 AM) the resident was assessad o have a pain
Hevel of /10, Review of the PRN pain MAR
showad no evidenca the resident was
administared PRN pain medication or that
hon-pharmacologicat Interventions were
attempted,
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d. Review of the facillly pain mapagement
polioy revised on August 2012, showed the
followlng Instructions: "The Llcensed Nurse, when
administeting PRN pain medications, will record
the drug adminlstration and the followlng on the
MAR; ...Pharmacologloal interventlons attempted;
Not-pharmacologleal lilerventions attempled;
Follow-up observations post intarvention o
daterming the effectivensss of PRN pain
interventions."

e, Interview with the DON and ADON on
320114 at 1 PM verified the resident's pain was

| not managed effectively In the above noted

gxamplas,

2. Review of the thedical record showed rasident
#87 had a history of allergies to a varlely of
medications including Benicar, HOTZ
(hydroghorothizziie) and Ramipril {all blood
pressure medications). Review of the 1/14/14
nursing notes fimed at 3 AM revealed the resident
had a rash on the chest wilh areas of excotiation.
According to these notas, the resident atirtbufed
the rash to an adverse medication reaction,
Review of the nursing hotes showad *...displays
no other 8/8 [slgns and symploms] of allergy.”
Review of the medical record showed the next
herslng notes writien were part of the _
interdisclplinary discharge summary by the:
discharging nurae, Review of thase nursing notes
showad "Upen final assessiment, resident had
redness and seratch marks to both R [right]and L
{loft] arms uppal and fower, and fo upper -
abdomen and chest." No lime of discharge was
noted. The following concerns were identified;

a, Raview of the 1/14/14 nursing notes flimed
et 3 AM on the day of discharge showed no
avidence the physician was notified of the rash.or
furthar assessment was performed {o determine

1 conduet random weekly audits of resident

Monitoring

- education to lcensed nurses addressing the

(X4 1D BUMMARY STATEMENT OF DEFIGIENCIES {%6)
PREFIX (EACH DEFICIENGY MUSBT BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ADTION SHOULD BE COMPLETION:
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) r¥e! CROSS-REFERENCED TO THE APPROPRIATE DATE
4 PEFICIENCY)
F 309 | Gontinued From page 11 F 309 Systemic Changes -

The Staff Development
Coordinator/Designee will provide

systems of pain management and
documentation of resident change of
condition and physician notification.

The Director of Nursing/Designee wilf

medical records and the medication
administration record for four (4) weeks and
monthly for three (3) moenths to confirm !
resident’s pain s assessed and managed in
accordance with the care plan and change of

 resident’s condition is appropriately

documented, physician is notified and
appropriate orders are obtained for change
of condition.

The Director of Nursing /Designee wil =
bring the results of the audits to the monthlys-
QA&A Cormittee for 3 months for review |-
and recommendations.

Date of compliance is April 21, 2014,
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. DEFICIENGY)
F 309 | Continued From page 12 F 500
the cause of the rash, whether or not it was
medleailon relaled or had another causa, and
there was no avidence any Interventions were
attempted to treat the rash,
b, Reviaw of the ohly other nursing notes
written on the day of discharge,which were not
fimed, showed the rash had extended from the
chest 1o both upper and lower arms and {o the
upper abdomen, Review of the entire record
showed the resident was discharged in this
condifion without notifying the physician, without
determining tha cause of the rash, and without
any type of lreatment.
t. Interview with the DON and ADON on 3 .
3/20/14 at 1 PM rovealed the physiclan should . F-315 NO CATHETER, PREVENT UTI, -
have heen notified and further assessment to “ RESTORE BLADDER
determine the cause should have been
performed. . : ;
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, F 3| Corrective Action !
$6=D | RESTORE BLADDER The SDC will edycate pritmary resident care
Based on the resident's comprahengive specialist care givers of resident #4} on
assessment, the facllily must ensure thet a having their catheter bag and tubing placed
resident who enters the facility without an below their bladder during transfets
Indwelling cathater is not catheterized unless lhe , . R
resident's olinloal condition demonstrates that involving a mechanical 1t
cathetertzation was necessary; and a rosldent Ydentificati 108
who is incontinent of bladder racoives appropriale entification of Others
freatment and services o prevent urihary tract . ) , .
infections and lo restore as much normal bladder The Director of Nussing/Designee will
function as possible, conduct a facility-wide observation audit to
confirm residents who use mechanical §ifi
- f . : " : s v 3 I . . "
This REQUIREMENT s nol met as evidenced or'tx ansfers with indwelling catheters have
by: _ their catheter bags located below the bladder
Based on observation, staff Interview, medlcal during the transfer and in accordance with
record review and facility policy and procedure the care plan. Corrective actions will be
raview, the facility falled (o enaurs appropriate taken as needed for identified concerns.
i
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The facility must ensure that residents reoelve

proper treatment and care for the following
special services:

Injections;

Parenteral and enferal fluids;

Colostomy, ursterostomy, or ileostomy carg;
Tracheostomy cars;

Tracheal suctioning;

Respiratory care;

Foot care; ang

Prostheses,
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ASBUILDING COMPLETED
C
638026 B. WING 03/20/2014
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{%d} D SUMNARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (E)
PREFIX (EAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ADTION SHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APPROPRIATE DATE
- DEPICIENCY)
F 315 | Continhued From page 13 F 315 Systemic Chan
meagures to prevent urinary fract Infections were Y anges
followed for 1 of 3 semple residenta (#4 1) who ,
had an indwelling urinary catheter, The findings The St,afmevel‘fpmm ‘
were:! Coordinator/Designee will provide
education to licensed nurses and certified
Rf?Wev‘vj of ’(5_1; Mlﬁ;ﬁq imd‘f' PQVZ‘CIE"% Order;r?ary nurse aides addressing the appropriate
showed residen ud an indwaliing urir . .
catheter, Observation on 3/17/14 at 2:20 PM mechanical ift transfer protacal for
showed the resident was transferred from the residents having indwelling catheters.
whealchalr to the bed using & mechanical Iift .
Ohservation showad dur[ng_ the transfer the 1 Random observation audits of 4 resident
indwelling catheter hag and tubing was placedﬂ 1 transfer with mechanical lifts with
above the resident's bladder alfowing urine to flow indwelling catheters will be conducted b
back into the bladder, Raview of the facility policy Director ffNur ing or desi : ty )
and procedure on indwelling urinary catheler care. IEINE OT dosignes 1o monior
and management, revised on 10/4/13, showed for proper positioning of catheter during the
"Keep the collection bag below the fevsl of the transfer. The audits will be conducted
bladder at all imes." interview with the DON and weekly for 4 weeks and then monthly for 3
ADON on 320114 at 1 PM veaifiied placing the | months
catheter bag above the bladder during the o
ransfer was not acceptable practice and was Monitoring |
sontrary to the facllity policy and procedure. ) _ o .
F 328 | 483,25(k) TREATMENT/CARE FOR SPECIAL F 328 The Director of Nursing /Designee will
85=0 | NEEDS Dbring the results of the audits to the monthly

QA&A Committee for 3 months for review
and recommendations.

Date of compliance is April 21, 2014,

FORN CME.2567(02-00) Previous Verslons Obsolale
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P ID SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORRECTION Xy
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‘ DEFICIENCY)
F 328 | Continued From page 14 F 328 gpgé é&l;l?ﬁ;}i\gl\m CARE FOR
This REQUIREMENT ia nof met as evidenced Covrective Action
by: ' ' ;
Based on staff inferview and medical record . ey ) .
review, the facillty fallad to ensure appropriate Resident #100 has discbarged from the
respiratory management wag providad for 1 of 11 facility.
sampiae residents (#100) with oxygen, The Identification of Others
findings were:
, _ . The Director of Nursing/Designee will
Review of the February 2014 and March 2014 conduct a facility-wide audit of current
recapliulation of physisian orders showed an esidents treatment records f t 2 woek
order dated 8/16/13 to titrate the resident's FESICENLS realment 16cords 10T past 2 Woeks
oxygen in an attempt fo reduce oxygen use while to confirm physician orders for oxygen
mainfalning the oxygen saturafion vale above gaturations are followed and docwmented on
gg;ﬁ ?ﬁé‘ewh‘?f thg F ebru%w 201& &ndtma'éf?h treatment record. Correctlve actions will be
2 8 showed no evidence the saturation for identi .
rate was oblained on the evaning shifts on 2/3/14, ;;ff;;}?: gf;fg;d coneerns.
216114, and 2/6/14, Also, there was no evidence
the saturation rate wae gssessed during the aight The Staff Devel
shift on 2/10/14, 2112114 and 3/12/14. Inferview ¢ btat Development .
with the DON and ARDON on 3/20/14 at 1 PM Coordinator/Designee will provide
revealed physiclan orders should always be education to licensed nurses addressing the
followed as written and they were unsure why the following of physician orders and .
above noted omissions oocurred. F 300 documentation on treatment records,

F328
55=D

463.26() DRUG REGIMEN IS FREE FROM

UNNECESSARY DRUGS

Each resident's drug regiman must be free from
unnecassary diugs. An unhecessary drug is any
drug when used ifexcessive dose {Including
duplicate therapy);or for excessive duration; of
without adequate monltoting; or without adequate
indications for is use; vr in the presence of
adversa consequences which Indicate the dose
should be reduced or discontinued; or any
combinations of the reasens above,

Based on a comprehsnsive assesament of a
resident, the faciity must ensure that residents

including oxygen saturations.

FORM CMS-2867(02-99) Provious Versions Obsolale
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F 328

F 329
58=0

Continved From page 14

This REQUIREMENT is not met ag evidenced
by,
Based on staff interview and modical record
review, the facllity falled to ensire approprists
resplratory management wes provided for 1 of 11
sample residents (#100) with oxygen. The
findings were:

Review of the February 2014 and Mareh 2014
recaplulation of physician orders showed an
order dated Bf15/43 to titrate the resident's
oxygen in an altempt o reduce oxygen use while
malnfaining the oxygen saturation rate ghove
89%. Review of the February 2014 and March
2014 TARs showed no evidenee the sakisration
rate was obtalned on the evenlng shifis on 2/3/14,
21514, and 2/6/14. Also, there was ho evldence
the saluration rate was asseesked during the night
shift on 2/10/14, 2112fi4 and 3/12/14. Interview
with the DON and ADON on 3/20/14 at 1 PM
raveaied physician orders should always be
followad as writteh and they were unsure why the
above noted omissions occurred,

483.25() DRUG REGIMEN IS FREE FROM
UNNECESSARY DRUGS

Each resident's drug reglimen must be free from
unnacessary drugs. An unheceasary drug is any
drug when used [n excessiva dose (Including

| dupllcate therapy), or for excessive duration; or
| without adequate monitoring; or without adequats

indications for lts use; or In the presencs of
adverse congequences which Indicate the dose
shotld be reduced or discontinusd; or any

T combinations of the reasons above,

Based on a comprehensive assessment of a
rasident, the facility must ensure that residents

F 328

F 320

i conduct random weekly audits of residents

¢ weeks and monthly for three (3) months to

The Director of Nursing/Designee will
with physician orders for oxygen for four (4)

confirm physician orders for oxygen
saturations are followed and documented on

trentment records.

Monitoring

The Director of Nursing /Designee will
bring the results of the audits to the monthly
QA&A Committee for 3 months for review
and recomimendations.

Date of comupliance is April 21, 2014,

FOIM.CMS-2667(02- 59} Pravious Versions Obsolele
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C
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. (XA SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'E PLAN OF CORRECTION 5]
PREFIX (EAGH DEFICHENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 3281 Continued From page 16 F 329
who have not used antipsychotic drugs are not F-329 DRUG RE ST T
glven these drugs unless antipsyshotls drig -UNNECESS AR;‘Gg)l\;ITGISS FREE FROM
therapy Is necessary to treat a specific condition
as dlagnosed and documanted In the clinloal
record: and rasidents who use antipsychoilo
drugs recelve gradual dose reductions, and )
behavioral intervanilons, unless clinically Corrective Action
contraindicated, in an efforl to discondinue these
drugs. Resident #52°s Norco was removed from the
medication cart and a medication variance
report was completed.
This REQUIREMENT s not met as gvidenced .
by: Identification of Others )
Basad on medical record review and staff ' ’
interview, the facility faled fo ensure a valid The Director of Nursing/Designee will :
physiclan's order for medicaiion was t;bt?lnad conduet a facility-wide audit of corrent
prior to medication administration for 1 of 21 residents medication administration records
\ ings were: . o
samplie residents (#52), The findings for past 2 weeks to confire residents
Review of the medlcal record revealed resident receiving narcotics are receiving them in
#52 was admitted to the faoility on 5/24/1% with accordance with the physician’s orders and
g:&gnos?s t;lﬁt !gciuld&d J'(f)itf;f pam;gndymﬁﬁls tor orders are correct on medication
suse atrophy, Review of the residant's dministration recor I -
the month of February 2014 revealed the resident I '131!1;;113.1:1 l&ztlon records. Corrective actions
reseived doses of hydrocodone/acsteminophen wil be taken as nceded.
7.5/500 my (peneric for Norco, a nar¢otlc pain
relievar) on 217114 and 2/26/14 for pain ratings
of 810 and 10/10, respactively. However, review
of a physiclan's telephone order dated 1/27/14
showed "DO {discontinug] PRN Nerco;" Intetview
with the ADON on 3/20/14 at 1:45 PM confirmed
the PRN Norco had been discontinued] and was
aubsequently administered without a valld
physician's otder,
F 371 483.35(i) FOOD PROCURE, F 371 1

EORM CMB-2687(02-00) Provious Varslons Obsolsle
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DEFICIENCY)
F 329 | Continued From page 156 F 329
who have nof used antlosyshotic drugs are hot Systemic Changes
glven these drugs unless entipsychotic drug
therapy Is nacessary to treat & specific condition
as diagnosed and documented In the ci;]niﬁai The Staff Development
record; and residents who use antipsycnotlc . . T
drugs reoelve gradual dose reductions, and Coordinatos/Designee will provide
pbehavioral interventions, unless clinfcally education to licensed nurses addressing the
conlraindicated, In an affort to discontinue these following of physician orders ag they relate
drugs. to medication administration,
The Director of Nursing/Designee will
conduct random weekly audits of the
medication administration record for four
This REQUIREMENT s not met as evidenced (4) weeks and then monthly for three (3)
bg: d dical record review and steff months to confirm physician orders for
Basetl on medical record review and 8 ) L o _

. Ot X ; .
interview, the facility falled lo ensure 2 valid | hatcotic medication _a‘.d“_“r{‘su'*f“‘m‘ Is correct
physteian's order for medication wes oblained 4 on medication administration record and
prior o medication administration for 1 of 21 orders are followed,
sample residents (#562). The findings were:

Raview of the medical record revealed resldgni
#62 was admitted 10 the facility on 5/24/1% with Monitoring
diaghosas that Included jolnt paln and musclé; :
disuse atrophy. Review of the resident’s MAR for The Director of Nursine /Desienee will
the month of Fabruary 2014 revealed the resident bring the results of the & d.:s tgn; w il
received doses of hydrocodonefasslominophen & ults ofthe anciis to the monthly
7.6/600 mg (generlc for Norce, a narcotlc pain QA&A Committee for 3 months for review
raliever) on 2/17/14 and 2/26/14 for pain ralings and recommendations.
of 810 and 10/10, respeclively. Howaver, review
of a physician's telephone order dated 1/27/14 Date of compliance is April 21, 2014,
showed "DC [discontinue] PRN Norco.” Interview
with the ADON on 3/20/14 at 1:456 PM confirmed
the RN Norco had bean discontinued, and was
subsequantly administered without a valid
physieisn's order.
[F 371 483.35() FOOD PROCURE, F 371
If ontinuatien shest Page 16 of 28

FORM GMS-2687(02-88) Previous Versions Obsololo

Event 12 1SX511

Faciiity 10" WY DOOb



04/13/2014 SUN 22:46 TAX Cheysnne

DEPARTMENT OF HEALTH AND HUMAN SERVICES

[Q1025/081

PRINTED: 04/03/2014
FORM AFPROVED
OMB NQ, 0938-0391

The faciity must »

{1) Procure food from sources approved or
considerod satisfactory by Federal, State or loca!
authorities; and

{2) Slore, prepare, distibute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by, .
Based on observation and staff interview, the
facility fallsd to ensure sanitary conditions In the
kitchen related o sanitizer solutions and expired
food products, The findings weie:

1, Qtsmervation on 3/18/14 af 4:30 PM showed
thera wers two buckets filled with sanlfizer
solution in the production area of the kitchen, The
solution In both buckets was noted to be murky
and have food particles floating on the surface. In
addltion, both buckets had a bulld-up of a black
substance around the inside adges. Af this time,
cook #1 observed the fesfing of the guaternary
ammonia sapitizer solutions which showod it was
batween 0-150 parls per milllon (PFPM) In each
hucket. Revisw of the product label for the "Oasls
146 mulli- quat" sanitizer showed a concentration

of 200- 400 ppm was nesded to sanilize gurfaces.

Interview with the dietary manager on 3/18/14 at
4:40 PM verifiod the solutlon needed to be
changed. At 5 PM dietary aids #1 changed the
sanitizer solutlon and tested It for each buoket,
The concentration of chemical was al a minimum
of 200 ppm; howaver, the buckets remained

PREPARE/ SERVE / SANITARY

Cerrective Action

The sanitation buckets were removed and
replaced with new sanitation buckets,

Approprigte PPM levels of sanitizer solution
are placed in sanitation buckets,

'The wet wiping cloth was removed from the
Tood preparation counter,

Al expired food products have been
removed from the kitchen,

Identifieation of Others

The Distary Managet/Designee will conduct
& kitchen-wide audit to confirm that
sanitation buckets are clean and in good
condition, the appropriate level of PPM
sanitizer solution is used in sanitizer
buckets, wet wiping cloths are not present
on food preparation countors, and expired
food products are not present,

CENTERS FOR MEDICARE & MEDICAID SERVICES
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{X4) 1D SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF GORREGTION 6
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX HEACH GORRECTIVE ACTION S8HOULD BE COMPLETIN
TAD REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSE-REFERENGED TO THE APPROPRIATE TATE
DEFICIENGY)
F 371 Continued From page 16 E 371
880 | STORE/PREPARE/SERVE - SANITARY F-371 FOOD PROCURE / STORE /

l
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c
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NAME OF PROVIDER OR BUPPLIER
CHEYENNE HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
2700 E 12TH 8TRERT
CHEYENNE, WY 82001

' SUMMARY STATEMENT OF DEFICIENCIES » PROVIDER'S PLAN OF CORREGTION xX6)
v (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE coMELE N
TAQ REGULATORY OR LSC IDENTIEYING INFORMATION) TAG OROSS-REFERENGED TO THE APPROPRIATE
DEFIGIENGY)
F 371| Continued From page 17 F 371 An i depth kitchen sanitation audit will be

unclean with the black substance around tha
interior edges.

2. Observation on 3/18/14 at 4:30 PM showed a
wet wiping cloth laying on a food preparation
counter. Interview with the diatary manager at
that time verifled the wef wiping cloth should not

8. Public Health Service, 3-304.14. *(B) Cloths
in-use for wiping countars and other
EQUIPMENT surfacas shall be: (1) Held
betwaen uses In a chemlcal sanitizer solutlon at a
concentration specifled under § 4-501.114;"

e T P R L AP PR B PL YL B T IOV 7

be on the counter. According to Food Code 2013, |

. completed by the Division Director of
i Dining Service or designee to identify any

add__itional sanitation concerns. Corrective
actions will be taken as needed for tdentified
CONCENS,

Systemic Changes

The Division Director of Dining
Services/Designee will provide education to

the disdare ofaff an Lritrhen candtatinnm




04/13/2014 SUN 22:50 TFaAX Cheyenne dloc1/081

Cheyenne Health Care Center

2700 Bast 12" Street * Cheyenne, WY * 82001
Phone: (307) 634-7986  FAX: (307) 634-1325

e /;—‘22'%/_5@»

Services Available To:
e 24-tour Skilled Nursing Services
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* Private & Semi-Private Rooms
+ On-site evaluations for Admission
» Free Transportation to Mexlical Appts.
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Pain Management
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» Fall Assessment Program From: - /)’ ) =S
* Dental, Podiatry & Optometry Services “

» Dischatge Planning Services %} ]
¢ Therapeutic Activity Program
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prohibited,

o Medicare
« Medicaid
s Private Pay
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unclean with the black substance around the
interlor adges.

2. Observation on 31184 at 4:30 PM showed &
wet wiping cloth laylng on & food preparation
counter, interview with the distary manager at
that time verified the wet wiping oloth should 1ot
be on the counter. According to Food Code 2013,
V.5, Public Health Service, 3-304.14: "(B2} Cloths
In-use for wiping counters and other
EQUIPMENT surfaces shall be: (1) Held
between uses in & chemioal sanitizer solution al &
concentration specifled under § 4-601.114;"

3. Observation on 3/17/14 at 9:30 AM on the
inltial tour revealed the following food items were
ouidated and avaliable (o serve 1o residents:

a. 1 package of 6 hot dogs with the
axplration date of 3/18/14,

b. 1 bag of open grated cheese with & use
by gata 3/16/14.

o. 1 container of sour cream with an
explration date of 3/14M4,

d. 1 opan box and 1 closed box of
blueberries with no Use by dale.
According to Food Code 2013, U.8, Public Health
Sorvies: 3-601.17 "{A) Except when
PACKAGING FOOD using a REDUGCED
OXYGEN PAGKAGING methed as specified
under § 3-502,12, and except as spacified in YIf
(0} and (£} of this section, refrigerated,
READY-TO-FAT, PQTENTIALLY HAZARDOUS
FOOD (TIMETEMPERATURE CONTROL FOR
SAFETY FOOD) preparad and held in a FOOD
ESTABLISHMENT for rore than 24 hours shall
be cleary marked to indlcate the date or day by
which the FOOD shall be consumed on the
PREMISES, sold, or discarded when: held al a

temperature of 5°C (41°F) or less for a maximuim |

STATEMENT OF DEFIGIENCIES (%) PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION {43) DATE SURVEY
AND PLAN OF CORRECTION JOENTIFICATION NUMBER: A BULDING COMPLETED
c
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TAG REGULATORY OR LEG IDENTIEVING INFORMATION) G CROSE-REFERENCER TO THEAPPROPRIATE DATE
DEFIGIENCY)
F 371 | Continued From page 17 F 371 Anin depth kitchen sanitation andit will be

. completed by the Division Director of

: Dining Service or designee to identify any

addjtional sanitation concerns. Corrective
actions will be taken ag needed for identified
concerns,

Systemic Changes

The Division Director of Dining
Services/Designee will provide education to
the dietary staff on kitchen sanitation
including the acceptable condition of
sanitation buckets, the appropriate PPM
levels of sanitation solutien, infection
zonirol as it relates to wet wiping cloths on
food preparation areas, and food storage
including removal of expired food products.

The Dietary Manager or designee will
conduct vandom kitchen sanjtation audits 3
times per week for 4 weeks.and then weekly
for 3 months to confirm the acceptable
condition of sanitation buckets, appropriate
PPM sanitation solulion is used in sanitation
buckets, compliance with infection controf
practices as it relates to wet wiping cloths
not being placed on food preparation
counters and expired food products not
being present in kitchen,

i

|
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F 3711 Continued From page 17 F 371! rhe Registered Dietician or designee will

1(D) and (E) of this section, refrigerated,

unclean with the black substance around the
inferlor edges.

2, Obsarvation on 318/14 at 4:30 PM showed &
wet wiping cloth laying on a food preparation
counter, Interview with the distary manager af
that time verified the wet wiping cloth shouid not
ba on the counter. According to Food Code 2013,

U.8. Public Health Servics, 3-304.14: "(B)Cloths |

h-use for wiping countars and other
EQUIPMENT surfaces shall be: (1) Held
hatwaen uses In a chamical sanitizer solutich at a
gongcentration specified under § 4-501.114;"

3. Observation on 3/17/14 at :30 AM on the
initial tour revealed the following food items were
ouidated and gvaliable to serve o residents:

a. 1 package of 6 hot dogs with the
expliration date of 3716/14.

b. 1 bag of open grated cheese with & use
by date 3/16/14.

¢. 1 container of sour gream with an
axpiration date of 3/14/14,

d. 1 open box and 1 closed box of
hlueberrles with no use by date,
According to Food Code 2013, U.S. Publlc Health
Service: 3-501.17 "(A) Excepl when
FACKAGING FOOD using a REDUCED
OXYGEN PACKAGING method a5 specitied
under § 3-502,12, and except as.specifled in §ff

READY-TOQ-EAT, POTENTIALLY HAZARDOUS ¢
FOOD (TIMETEMPERATURE CONTROL FOR
SAFETY FOOD) preparad and held in a FOOD
ESTABLISHMENT for more than 24 hours shall
be clearly marked to indleate the date or day by
which the FOOD shall be consumed on the
PREMISES, sold, or discarded when held al a

temperature of 68°C (41°F) or less for a maximum |

: conduet weekly in depth kitchen sanitation

; audits for four (4) weeks and monthly audits
i for three (3) months to confirm the
 acceptable condition of sanitation buckets,
the appropriate PPM sanitation selution used
in the sanitation buckets, compliance with
infection control as it relates to wet wiping
cloths not being placed on food preparation
counters, and expired food products are not
present in the kitchen,

Monitoring

The Dietary Manager /Designee will bring
the results of the audits to the monthly
QA&A Commiltee for 3 months for review
and recommendations, '

- Date of complance is April 21, 2014,

FORM GMS-2887(02-01) Provious Yerslons Obsoiclo . £von 1:18X511
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| The physloian must review the resldent's total

| interview, the facllity falled fo ensure progress

program of cars, including medicatlons and
treatmants, at each visit required by paragraph {c)
of this sectlon; write, glgn, snd date progress
notes at each visit, and sign and date all orders
with the excaption of influenia and pheumosoccal
polysaccharlde vaccines, which may be
administerad per physician-approved facilly
pollcy after an agsessmant for confralndications,

This REQUIREMENT I8 not met as evidenced

by:
Based on medicat record review and staff |

notes were wrilten by the physician afler visils
were mada as required for 2 of 21 sample
residents (#38, #100). The findings were:

1, Review of the medical record showed resident
#38 was atdmitted to the faciity on 12/17/08,
Review of the medical record showad the
physician made & vislt to examins the resldant on
1/30/14; However, thore Was no avidencs the
physiclan had weilten progress notes for that vigit. |
Interview with the DON on 3/20/14 al 4:16 PM
reveated the physician was "behind" in hls paper
work,

2. Review of the medical racord showed resident .
#100 was admitted 1o the facilty on 8/7/13.

I
i

Review of the medica] record showed the
physiclan made visis to examine the resident on
o618, 10731113, 122013, 2111114, 2/20/14, and

STATEMENT OF DEFIGHNGIES {X1) PROVIDER/SUPPLIER/CLIA [ (K25 MULTIPLE GONSTRUCTION {%3) DATE BURVEY
AND PLAN OF CORRECTION [DENTIFICATION HUMBER: A, BUILDING COMPLETED
Cc
836026 8, WING 032042014
NAME OF PROVIGER OR BUPPLIER STREET ADDRESS, CITY, BTATE, ZIP CODE
vE e 4700 E 12TH STREET
CHEYENNE HEALTH CARE CENTER CHEYENNE, WY 82001
40 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER® PLAN OF CORREGTION (x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFRIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIEYING INFORMATION) TAG GROSS-REFERENCED TG THEAPPROPRIATE DATE
DEFICIENCY)
F 371\ Continusd From page 18 F 371
of 7 days.
F 386 | 483.40{b) PHYSICIAN VISITS - REVIEW F 388 F-386 PHYSICIAN VISITS - REVIEW
a6=p | CARE/NOTES/ORDERS CARE/NQTES/ORDERS

Corrective Action

Physician progress notes were obtained from
1/30/14 physician visit for resident #38 and
placed in medical record.

Resident #100 no longer resides in facility.

Identification of Others

The Director of Nurding/Designee will
sonduct a facitity-wide audit of current
residents for the past 60 days to confirm that
physician visits are current and current
physician progress notes are present in the
medical record to support a physician vigit.
Corrective actions will be taken for
idenl:iﬁg%]l-rconcems.

Systentic Chan zes

'The Direcior of Nursing/Designee will
conduct an audit 2 times per month for three

{(3) months for frequency of physician visits
i |

FORM CMS-2567(a2-00) Pravious Varstons Obsolels

Evant [0 {5X611

Faolity I0: WYDODE
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The physician must review the resident's total
program of care, including medications and
trealments, at each visit required by paragraph (o)
of this seotlon; wiite, sign, and date prograss
notas at each vislt; and gign and date all orders
with the exception of influenia and pheumococcal
polysacchaiide vacoines, which may be
administered per physician-approved factiity
policy aiter an assessment for contralndications.

This REQUIREMENT is niot met ag evidencad
by

Based on medical record review and staff
intorviow, the facility falled to ensure progress
notes were wrltten by the physlcian afler visits
were mado as required for 2 of 21 sample
residents (#38, #100). The findings were:

1, Review of the medical record showed restdent
#38 was admitted fo the faciilly on 12/17/08,
Raview of the medical record showed the
physlician made a vish to examins the resident cn
1/30M14. Howevar, there was no evidence the

physician had wiltten progress notas for that visit,

interview with the DON on 3f20/14 af 415 PM
revealed the physician was "behind” in his paper
work,

7. Raview of the medical record showad resident

#100 was admitied to the facllity on 6/7/13.
Review-of the medical record showed the
physiclan made vislts to examine the rasident on
o513, 10031113, 12620013, 21144, 2/20{/14, and

present in the medical record supporting a
physician vigit, Letters will be sent to
physicians that are due for visits as a :
reminder, If physician progress notes are not
present they witl be requested from the
vhysician office,

The Staff Development
Coordinator/Designee will provide
education to licensed nurses regarding the
monltering of plrysician progress notes in
the medical record after physician visit,
Education will include documenting on 24
hour report if a physician visited and
indlcating if a progress note was 1ot written
so follow up can be done.

Monitoring

The Director of Nursing/Designee will bring
the results of the audits to the monthly
QA&A Committee for 3 months for review
and recommendations.

Date of compliance is April 21, 2014,

. PRINTED: 04/03/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDIGAID SERVICES OMB NQ, 0838-0381

STATEMENT OF DEFICIENCIES {%9) PROVIDERISUPELIERICLIA (X2) MULTIPLE CONBTRUGTION {¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION KUMBER; A BUILDING COMPLETED
c
635028 B, WING, 03/20/2014
NAME OF PROVIDER OR BUPPLIER STREET ADDRESE, CITY, STATE, ZIF COGE
u 2700 E 12TH 8TREET
CHEYENNE HEALTH CARE CENTER GHEYENNE, WY 82001
(XA 10 SUNMMARY STATEMENT OF DEFICENCIES iD PROVIDER'S PLAN OF CORRECTION x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LS6 IDENTIEYING INFORMATIGN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 371 { Continued From page 18 F 371 )
of 7 days.
F 388 | 483.40(b) PHYSICIAN VISITS - REVIEW Faeg
4 A E |
86=D | GARE/NOTES/ORDERS to confirm that physician progress notes are
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STATEMENT OF DEFICIENGIES {X1) PROVIDER/SURPLIER/CLIA {42} MULTIPLE GONBTRUOTION {%3) DATE SURVEY
AND PiLAN OF GORHEGTION IBENTIFICATION NUMBER: A, BUEDING COMPLETED
C
536026 B. WING 0312012614
RAME OF PROVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE, ZIP CODE
2700 E 42TH STREET
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(X SUMMARY STATEMENT OF DEFICIENCIES Iy PROVIDER'S PLAN OF CORREGTION (6]
PREFIX (EAGH DERIGIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG HEGULATORY OR 1.8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 386 | Continuad From page 19 F 386
2#21/14. However, there was no evidence the
physiclan had writtan brogress noles for these
vishts, Interview with the DON on 3/20/14 al 4:15
Pivt verifisd there were ho physiclan progress
notes for thage Vislts,
F 887 { 483, 40(c){1)+(2) FREQUENCY & TIMELINESS F 387
58«0 | OF PHYSICIAN VISIT
F-387 FREQUENCY & TIMLINESS OF
_| The resldent must be seen by a physiclan at least PHYSICIAN VISITS
once every 30 days for tha firat 90 days afier )
admission, and at least onto every 60 days o .
thereafior, Corrective Action
A physicisn vislt s considered timely If if vocurs Resident 138 had a physician visit on
not later than 10 days after the date the vigit was January 30, 2014 and will have another
- roguired. physician visit prior to April 21, 2014.
‘ | Yaentification of Others
This REQUIREMENT is not met as evidenced j
by . t The Director of Nursing/Designee will
Based on mudleal record review and staff conduct a facility-wide audit of current
Interview,the facllity falled to ensure physiclan residents for the past 60 d fiern that
vlslts were made every aixty days as required for ents for the past 6L days to contirm that
4 Of 21 Hample raﬂldents (#38)' Tha ﬂnd[ngs phyﬁm:an visits are current and current
were: physician progress netes are present in the
Rel i dioal del g medical record to support a physician visit.
aviaw of the medical record showed no o ; - ) .
avidence the physician made & visit to examine . dorrt?ctwe actions will be taken for
resident #38 from 10/1/13 thvough 1730414 for 8 identified concerns.
lotal of 121 days. Inlerview with the DON on
3120714 at 4:15 PM verlfied thets was no
evidence the physictan saw the resldent every
- sixty days as requlirad, '
f= 425 | 483.60(a) (b} PHARMACEUTICAL 8VC ~ Fdzs
Ba=n| ACCURATE PROCEDURES, RPH :
The facility must provide routine and esmergency
drugs and hiologicals to its residents, or obialn
FORM CMMS-2B87(02-08) Provious Versions Obsme;a Evant I2; 15X611 Faglilty 10: WY0006 H eontinuation .shset Page 200f28™
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Ry SUMMARY STATEMENT OF DEFICIENCHES D PROVIDER'S PLAN OF GORRECTION 1)
PREFIX (EACH BERIGIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION BHOULD BE COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cﬂos&REFEREEgE’géﬁ (R-I’Ei APEROPRIATE DATE
F 386 { Continued From pago 19 388
2121114, tlowever, there was nio evidence the
physiclan had written progress notes for thege
vislts. Intarviow with the DON on 320714 at 4:15
PM verified there were no physleian progress
notes for these vislis,
F 3671 483.40(c)(1)+(2} FREQUENCY & TIMELINESS F 387
58=0 OF PHYSICIAN VISIT
Systemic C
The resldent must be seen by a physician at least ystemic Changes
once evary 30 days for the first 80 days after R e . . .
admission, ahd a least once every 60 days I'he Director otj Nur‘smg/Demgnee will
thereafter, conduct an audit 2 times per month for three
(3) months for frequency of physician visits
Aphyslcian vislt ls considered timely If it occurs and to confirm that physician progress notes
?;té?rtc‘:’(; than 10 days after ihe dale the visit was are present in the medical record supporting
a ' 1 a physician visit. Letters will be sent to
physicians that are due for visits ag a
g'his REQUIREMENT is nof met as avidenced reminder. If physician progress notes are not
¥ ' ; . ol Formrn
Based on medieal record raview and staff P ;ese.wf thejifw:ll be requested from the
interview,the facllily failed to ensure physician priysician othice.
visits were made every sixty days as raquired for
1 of 21 sample residents #38). The findings The Staff Development
were; Coordinator/Designee will provide
Review of the modical record showed no education to licensed nurses regarding the
0 . K ; . " N .
evidence the-physiclan made a visit fo examine monitoring of physician progress notes in
resident #38 from 10/1/13 through 1/30/14 for a the mec_‘wﬂl record after physician visit.
total of 121 ddys, Interview with the DON on Education will include docunienting on 24
3120114 at 4:15 PM verlfied there was no hour report if a physician visited and
evidence the physician saw the resident every indicating if a progress note was not written
sity days as requirad. so follow up can be don
< 425 | 483.60(a) (b) PHARMACEUTICAL 8VC - F 425 p e,
sg=0 PACCURATE PROCEDURES, RPH '
The facifity must provide routine and emergency
drugs and biolegleals to lts resldants, or obtain
Faally 10: WY 0005 If continuation sheot Paga 20 of 28
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HTATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IBENTIFICATION NUMBER:

(%2) MULTIPLE GONSTRUCTION
A BUILDING

B.WING

636026

STREET ADDRESS, CITY, STATE, &P CODE
2700 E 12TH STREET

CHEYENNE, WY 82001

KAV SUMMARY STATEMENT OF DEFICIENGIES [ ] PROVIDER'S PLAN OF GORREGCTION

PREFIX (EACH DERICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE

TAG REGULATORY OR LG IDENTIFYING SNFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE
DEFICIERCY)

NAME OF PROVIDER OR SUPPLIER
CHEYENNE HEALTH GARE CENTER

{%5)
COMPLETION
DATE

F 386 | Continued From page 19
2121714, Mowever, there was no evidence the
physician had wdttan progress notes for these
visits, Interview with the DON on 3/20/14 at 4.6
PM verifiod there were ho physiclan progress
notas for these visits.

F 386

F 387

F 8871 483,40{c)(1)+2) FREQUENCY & TIMELINESS

OF PHYSICIAN VISIT

The resident must be ssen by a physician af least
once every 30 days for the first 90 days after

Monitoring

The Director of Nursing/Designee will bring
the results of the andits to the monthly

admission, and at least once evely B0 days

thereafter, QA&A Committec for 3 months for review

and recommendations,

A physiclan vislt i consldered imely if It occurs
not later than 10 days after the date the vislt was

requirad,

Date of compliance is April 21, 2014.

Thisg REQUIREMENT Is not met ag evidenced
by:
Based on medical record review and stafl
inferview,the facliity falled to ensure physician
visits ware mads evely sixty days as requlred for
1 of 21 sample residents (#38), The findings
were!

Review of the medioal record showed no
evidence the physician made a visii to examine
resident #38 from 10/1/13 through /3014 fora
totat of 121 days. Inferview with the DON on
320114 at 4:15 PM verified there was no
evidence the physician saw the resldent every
. sixly days as required,

[F 428 483.60(a),(b) PHARMACEUTICAL 8VC -
Tgg=n | ACCURATE PROCEDURES, RPH

F 428

The facifity must provide reutine and emergaency
drugs and biclogicals to its residants, or obitaln
o]

FORM CMS-2667(02-09) Provious Versions Qbsolelo Evenl 1 18¥611 Eadliity 10 WYDDOS If continuatlon sheet Page 20 of 26



04/13/2014 SUN 22:55 FAX Cheyenns

DERARTMENT OF HEALTH AND HUMAN SERVICES

@033/081

PRINTED: 04/03/2014

FORMAPPROVED

OMB NO. 0938-0381

CENTERS FOR MEDICARE & MEDICAID SERVICES
STAVEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONBTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULOING COMPLETED
C
536025 B WING 03/20/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, S8TATE, ZIP CODE
. 2700 E 12TH STREET
CHEYENNE HEALTH CARE CENTER GHEYENNE, WY 82001
oD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (X6
PREEFIX (EACH DEFIGIENGY MUST BE PREOEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR L&C IDENTIEYING INFORMATION) ™3 CROBS.REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 388 | Continued From page 19 F 386

212114, However, there was no evidence the
physistan had writlen progress nctes for thess
vislts, Interview with the DON on 8/20/14 at 4.5
P verified there wers ho physician progress
notes for these visits.

F 387 | 483.40{c)(1)-(2) FREQUENCY & TIMELINESS F 387
gg=0 | OF PHYSIGIAN VISIT

The resident must be sean by a physician at least
once every 30 days for the first 90 days affer
admission, and at feast onoe every 60 days
thereafter,

A physician visltis considered timely If it ocours
not later than 10 days afler the date the visit was

requirsd,

This REQUIREMENT is ot met ag evidenced
by:
Based on medical record raview and staff
intervigw, the facllity falled to ensure physician
visl{s were made every sixty days as reguired for
1 of 21 sample residents (#38). The findings
wers;

Review of the medical record showsd no
evidence the physiclan made a visit to examine
resident #38 from 1071713 through 1/30/14 for a
total of 121 days, [nferview with the DON on
3120714 at 4:16 PM verified there was no
evidence the physician saw {he resident avary
sixty days as required.

gs=p | AGCURATE PROCEDURES, RPH

The facllity must provide routine and emergancy

F 425 | 483.60(a),(b) PHARMACEUTICAL SVC - L Fazs

drugs and hiologicals to lts residents, or obtaln

FORM CMS-2b87(02-00) Previous Varsions Obsolele Event 1D:18X511
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C
§350256 B, WiNQ B3/20/2074
NAME OF PROVIDER OR BUPPLIER STREEY ADDRESS, CITY, STATE, ZIP CODE
) 2700 E 12TH STREET
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(xdy I SUMMARY STATEMENT OF DEFIGIENCIES iD PROVIDER'S PLAN OF GORRECTION 1X5)
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FiLL PREFi (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC (DENTIFYING INFORMATION) TAO CROSS-REFERENOED TG THE APPROPRIATE oATE
) DEFICIENCY)
I 425 | Continued From page 20 F 425
pag , 28 p.425 PHARMACEUTICAL SVC -
them under an agreement described in
§483.75(h) of this part, The facility may permit ACCURATE PROCEDURES
unlicensed personnel to administer drugs If State
law permits, but only under the general
supervigion of 2 licensed nurge.
Correetive Action
A facliity must provide pharmaceutical services
{Including procedures that assure the accurate Resident #97 discharged from the facility.
actulring, recelving, dispensing, ahd 3
administering of all drugs and biologicals) to meet Resident #41’s methacarbamol and baclofen
the needs of each resident, have been obtained and are being
The facliity must employ or obtain the services of administered in accordance with the
& ficensed phanmacist whe provides consulation physician’s order,
on all gspacts of the provision of pharmacy ,
services In the facility. {
Identification of Others !
This REQUIREMENT s not mel 88 evidenced The Director ,O_fNurFmng e:sagnee will
by: conduet a facility-wide audit of current
Based on medical record review and staff month Medication Administration Records
Interview, the facility failed to ensure residents (MAR} and Treatment Administration
| racelved the physiclan ordered medications at the Records (TAR) compared to medications
| designated times for 2 of 21 sample resldents available to confirm that physician ordered
(7141, #97). The findings were: . Tl Uy oreere
| medications are available. Corrective
1. Review of the medlcal record showed resldent * actions will be taken for any identified
#97 had diagnoses which included chronlc alrway coneerns.
obstruction. Further review showed a physician's
orger for Combivent 18 mug-103 megfactuation
agrosol to treat this condition, The order was
wriiten on 12/30/13 and was ordered four timas
par day, Review of the January 2014 MAR
showed the resident was not administered the
Combivent al any time during hisfher 14 day stay
in the facliity. Review of the notes on the MAR
revealad the Combivent was unavallable for
Focillly 10: WY008 I continuation sheet Pago 21 of 28
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5d) D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVIE ACTION SHOULD BE COMPLETION

7 REGULATORY OR LBC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
: . DEFICIENCY)
) r“|. st o et et e+ e v ke e Systemic Changes
F 428 Confinued From pags 21 F 426
administration, Interview with the DON and ADON The Director of Nutsing/Designes will
on 3{20/14 at 1 PM verified the resident did not conduct weekly audils for four (4) weeks
recelve the ordared medication. The DON and < thy i
ADON further stated they were unsure as to why and umnt.['al-y for three (3) n'f.ontlhs to confirm
the medlcation was not avallable. that physician ordered medications are
available.
2. Review of the medical record showed resident
#41 hud dlagnoses o include neuroganio biadder The Staff Development
aﬂglg;&?;t[ﬁ)ﬁpé}sm;' Re\;:ew OC‘; gﬁ hﬂ:g? 2014 | Coordinator/Designee will provide
re [ orders showe e : ) . ) )
methocarbamol 500 mg three times daily for education to ficensed murses addressing
muscle spastiolty, Raview of the March 2014 | medication administration inaccordance
MAR showed the resident did not recelve this with physician’s orders and the protocol on
medicatlon because I was unavallable on 3/15/14 addressing unavailable medications.
at 8 PM, on 3/16/14 at 4 AM and on 3/16/14 at o .
noon. In addition, review of the February 2014 Moniforing

MAR showed the residaent dig not recelve the

noan dose of baclofen 10 mg {for muscle . The Direetor of Nursing/Designee will bring

| Spﬂs‘:tmlfy) on 2719714 bocause it was not (n stock, the results of the audits to the monthly
interview with the PON and ADRGN on 3/20/14 at QA&A Committee for 3 months for review
1 PM verifled these medications were not .
and recommendations,

adminlstered because they were unavailable,
They further sald they were unsuro as to why the
medications ware not avaliable,

F 464 | 483.70(g) REQUIREMENTS FOR DINING & F 464
sg8er | ACTIVITY ROOMS

Drate of compliance is April 21, 2014,

The faciliy must provide ong or MOFE rooms
desighated for resident dining and astivitles.
F-464 REQUIREMENTS FOR DINING
Thasa rooms must be well lighted; be wall

venfilated, with nonsmoking areas ldentlfied; be AND ACTIVITY ROOMS

adequately furnished; and have sufficlent space
{o secommodate all activitles.

Drhis REQUIREMENT s not met as evidenced
by

Facllity ID: WY 0005 i continuation shes! Pags 22 of 28
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Based on observation, resldent interview, reviaw
of resident council meeting minutes and staff
Interview, the facility falled to provide an area for
resident dining that aceommodaied residents
ulliizing walkers and wheelchairs without
crowding for 3 of 3 meals obsetved in the main
dining room, The findings were:

Observation of the faclity's meal services on
3417114 al 12:15 PM, 3/18/44 at 548 PM, and
3719114 at 5:38 PM revesled the maln dining area
was orowded. The following concerns with '
crowding In the maln dining room were ldéentifled:
a. Observation on 3M168/14 at 5:46 PMand
again on 3/19/14 at 5:52 PM showed facillty slaff
had to squeeze between tables and wheslchairs,
or step over whaelchalr wheels in order o serve
the meals and assist residents,
b. Ohservation of the evenirg meal on
3119114 showed the following concetms:

1, Observation st 5:34 PM showed
resident #49 attempted fo exit the dining room,
stating "I gotta get outl I've got company tn my
room.” The resident was unable (0 mansuver
his/her way out of the dining room without the
assistance of RN #2, This RN was able to help
the resldent out of the dining reom aftey first
moving 2 other residents in thelr wheeichalrs, and
a third resident's walker oul of the way.

2. At 5:38 PM resident #20 was cbeerved
altempting 1o enter the dining room, The entrance
to the dining room was biocked at that time by
several other residents in wheelchairs, and the
resident left without gaing into the dining room to
eat at that Ume,

3. Al 5:38 PM resident #36, who viilized a
motorized wheelchalt for locomaotion, was

[ ohserved attempting to maneuver info place at

one of the dining room tables. When sfhe

Regident interviews will be conducted by
NHA or designees to determine any current
resident concerns regarding dining roomn
spuse, Concern forms will be completed for
any identified issues.

Systemic Changes

The Dietary Manager/Designee will conduct
random weekly audits for four (4) weeks
and -monthly for three (3) months to confirm
that adequate space is available for
residents.

A Resident Dining Committee will be held

monthiy te discuss any resident coneerns

ragarding dining, including the environment
“in the dining toor.

The Staff Development
Coordinator/Designee will provide
education to all staff addressing the
implementation of an open dining concept.

The Dietary Manager/Designee will utilize
the assisted dining area if needed to control
resident flow into the dining room.
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1 sencetns regarding the crowded dinlng room but

bocame stuck facing the wall In bétweoen tables,
another residant got up froim hisfhet place ahd
moved the table so rasldent #36 could lum the
motorized wheelchal {0 face the takle, During an
interview on 3/20M4 at 3:30 PM, resident #36
stated the dining room was very crowded which
mads it difficult for residents with whoaelchairs to
maneuver, This resldent furthet said
administration had been notifled of the residents’

hothing had changed In the dihing room regarding
crowding.

4, Observation at 5:50 PM showe
resident #54 sttempted to exit the dining room.
The reslderd was wearing padded bools on
hisfher lower logs which were extendad in front of
the wheelchair on the leg rests, The resldent was
unable to maneuver hisg/her way out of the dining
room, repsatadly bumpsd histhar legs on
furniture and other residenls' wheelchairs.
Resldent #54 finally asked other residents to
move so that sfhe could get out of the dining
room, Interviaw with rgsident #54 on 3/20/14 at
1:30 PM revealed the dining reom was very
crowdad at mealfimes, and It was a common
ovcurrence for him/her to be bumped into. This
resldent further stated the crowded dining reom
had basn & problem for about4 o 8 months,

5. A 5:885 PM, reslden #2 was observad
to be entangled with ancther fésideni's walker as
s/ha attempled to leave the dining room.
thierview with the resident at {hat time revealed
the dining room was "always lika this.”

¢. Review of tha 12/26/13 resldent council
meellng minules revealed all 14 resldents who
attended comiplained the dinlng experience could
get “crowded at fimes.”

d. Raview of the 1/28/14 resldent council
maeting minutes revealed dietaty staff tofd the 26

Corrective Action

In order to ereate more space in the dining
rooin, tables have been removed and the
dining room has been reconfigured,

To address an appropriate flow of residents
it and out of the dining room, residents are
being served upon arrival to the dining
room, leaving the dining room upon
completion of their meal, and tables/spaces
are cleaned in preparation for additional
residents.

An open dining concept has been
implementad.

Identification of Qthers

The Dietary Manager/Designee will evaluate
the available space in (he dining room
during meals to confirm adequate space is
available to comfortably provide dining
services to residents.
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residents In attendance some changes had baen
made in the dining room and they "need time to
adjust to the changea.”

&, Review of the resitdent councll meeting
minutes dated 2/26/14 revealed the 27 residents
who aitended the meeting verballzed “saating s
still a problem gelfing in and out of dining reom.”

. Interview with the facllity adminisirator on
3120114 gt 6:10 PM revealed facility administration
was gwars of the crowding in the main dining
room and acknowledged the problem of crowding
in the dining room had not yet been rasolved,
483.70(h)(2) ADEQUATE QUTSIDE
VENTILATION-WINDOW/MECHANIC

The facility must have adegquaio oufside
ventiiatlon by means of windows, or meohanica!
ventilation, or a combination of the two,

This REQUIREMENT ia not met as evidenced
by
Based on observation and staff Interviaw, the
facitlty falled to ensure the ventilafion syslem was
working In 1 of 8 hallways (the. South East
Hallway). The findings ware:

Perlodically on 3417714, 3/18/14, 3/18/14 and
3/20/14 strong unpleasant odors were noted
near the front lobby and the South East hallway in
the faclily. Interview with & family member on
3/18/14 at 3:05 PM reveaicd she noticed odors in
the facility, stating "it [facility] doesn't smefi clean
most of the Hme." On 3/20/14 at 9:256 AM
interview snd obsarvation with the mainfenance
director revealad the alr vents that extracted alr
from the residest bathrooms on the Sauth Eest
hall were not functional, The director sfatad the

F 464, Monitoring

| The Dietary Manager/Designee will bring
the results of the audits to the monthly
QA&A Committee for 3 months for review

and recommendations.

Date of compliance is April 21, 2014,

F 467
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resldents in aliendance some changes had been
made in the dning room and they "need fime to
adjust to the change.”
e. Review of the resldent councll meoling
minubes dated 2/26/14 revealed the 27 residents
who altended the meoting verbalized "seating is
still a problem gelting in and ouf of dining room.”
f. Inferviow with the facility administrator on
3/20/14 ai 6:10 PM revealed facllity administration
was aware of the crowding In the maih dining
room and acknowladged the problem of crowding
in the dining room had not vet besen resolved,
F 467 { 483.70(h}(2) ADEQUATE QUTSIDE F 467
550 | VENTILATION-WINDOWMEGHANIC F-467 ADEQUATE OUTSIDE
VENTILATION — Wi iC
The facitity must have adequate otitsida NDOW/MECHANIC
venhtllation by means of windows, or mechanical
+ ventilation, or 2 combination of the two.
! Corrective Action
{ This REQUIREMENT Is not met as evidanued

by:

B3ased on observation and staff Interview, the
facility falled to enstire the ventilailoh system was
worklng in 1 of 6 hallways (the South East
Haliway), The findings wars:

Periodically on 3f17/14, 318114, 3/18/14 and
3f20/14 strong unpisasant odors ware noted
near the front lobby and the South East hallway In
the facility, Interview with a famlly member oh
3118H4 at 3;05 PM reveatad she noticed odors in
the facllity, stating “it {facility] doesn't smell clean
most of the time." On 3/20/14 at 9:25 AM
imerview and observation with the maintenance
direclor revealed the alr venis that extracted alr
from the residant bathrooms on the South East
hall were not lunctional. The director statad the

hallway was repaired,

Identification of Others

bathrooms are properly working,

The air vents used to exiract ajr from -
resident’s bathrooms on the South Bast

The Maintenance Directot/Designee will
conduct a faciiity-wide audit to confirm the
1 air vents used {0 extract.air from resident

|
|
l
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| minutes dated 2/26114 revealed the 27 resldents

| room and acknewisdged the problem of crowdlng

Continued From page 24
residents In attendance same changes had been
mads n the dining room and they "nesd time fo
adjus! to the change."

&. Review of the resident councl meeting

who attended the meeting verballzed "seating ie
still a problem getting in and out of dining roorm."

f, Interview with the facility sdministrator on
3/20/14 at 6:10 PM revealed faciity adniinistration
was aware of the crowding In the maln dining

in the dinihg room had not yet been resolved,
483.70(h)(2) ADEQUATE OUTSIDE.
VENTILATION-WINDOW/MEGHARIC

The facity must have adequale outside
ventilation by means of windows, or machanioal
ventilation, or a combination of the two,

This REQUIREMENT s not met a$ evidenced
by:
Based on observation and staff Interview, the
tacility failad to ensure the ventilation system was
working In 1 of 6 hallways (the South East
Hallway). The findings were:

Periodicatly on 3/17/14, 3/16/14, 3/18/14 and
3/20114 strong-unpleasant odors were noted
near the front lobby and the South East hallway In
the facllity. tnterview with a family member on
3718014 at 3:05 PM revealed she hoticed odors I
ihe facility, stating “it {facility) doesn't smeit clean
most of the lirme." On 3/20/14 at 8:26 AM
interiew and cheervatlion with the mainienance
director revealed the alr verits thal exfracted air
frorn the resident bathreoms on the South East
hall wera not functional. The director stafad the

1o} PROVIDER'S PLAN OF CORRECTION %64
FREFX (EACH CORRECTIVE ACTION SROULD BE COMPLETION
TAG GROBE-REFERENCED TO THE APPROPRIAVE DATE
DEFIGENGY)
F 484
F 467| Systemic Changes

The Maintenance Director/Designee will
sonduct weekly audits for four (4} wecks
and monthly for three (3) months to confinm
the air venis for extracling air from resident
bathrooms are working properly,

The Maintenance Director/Designes will
incorporate into the monthly mainienance

| program the inspection of the air vents used
I

to extract air from resident’s bathroonis to
confirm they are properly working,

E Monitorinéi’ '
The Maintenance Director/Designee will
bring the reaults of the audits to the monthly

QA& A Committee for 3 months for review
and recommendations.

Date of compliance is April 21, 2014,
[
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hedt on the roof top unit for this hallway must have
shapped. At 10:18 AM that day, the meintenance
diractor conflrmned the belf was broken.

F 502 | 483.75()(1) ADMINISTRATION

88l
The facility must provide or obtain laboratory
sorvices to mest the needs of lls residents. The
facilily is responsible for the quality and timeliness
of the servioss.

This REQUIREMENT Is nof met as evidenced
by:
Based on medleal record review and staff
Interview, the facllity falled to ensure laboratory
tasts were completed in accordance with
physiclan's orders for 1 of 21 sampla resldents
{(#41). The findinge were:

Review of the March 2014 recapitulation of
physiclan orders showed an order for g basic
metabolic pane! (BMP} laboratory test monthly for
resident #4 1, The order was originally written on
6/29/10. Review of the entire madical record
showed no evidence tha BMP was parformed
during the month of January 2014, Inferview with
the DON on 3/20/14 at 4:15 PM verifiod the BMP
schaduled for January 2014 was not performed
- as ordared,
F 811483, 75021 RADIOLOGY
$8=0 FINDINGS-PROMPTLY NQTIFY PHYSICIAN

The facitity must promptly notify the aftending
physictan of the findings.

This REQUIREMENT is nof met as evidengad
by

F802) p.5p2 ADMINISTRATION

Corrective Action

Resident #41°s basic metaboiic panel was
i obfained on February 12, 2014 and March
28,2014,

Identification of Otheys

The Divector of Nursing/Designee will
conduct a facility-wide audit of ¢urrent
fesidents for the past 90 days to confirm
laboratory tests are conducted in accordance
with physician orders, Corrective actions
will be taken for identified concerns.
Systemic Changes :

The Director of Nursing/Designee will
. conduet random weekly audits of resident
medical records for four (4) weeks and -
monihly for three (3) months to confirm
. laboratory tests are conducted in accordance
F 51 with physician orders.

|
|

H
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bell on the roof top unit for this hallway muyst have
shapped. Al 10:15 AM that day, the melrtenance -
director conflrmed the belt was broken,
F 5021 483.76(){1) ADMINISTRATION F 5021
33=D
‘ Thelfacliltty mustt ﬁ:ovide gz‘ o?%:am IagjorattoryTh The Staff Development
services to meet the neads of fts resklents, The Coordi : . ,
faclilty Is responsible for he qualily and imeliness oordinaor/Designee will provide
of the services. education to Jicensed nurses addressing
conducting laboratory tests in accordance
. with the physician’s order and the utilization
g;}.m REQUIREMENT is not met as evidencad of a Jaboratory tracking tool to validate
Based on medical record review and staff laboratory tests were conducted.
intarview, the facilify falled t¢ ensure laboratory
lests were complated in accordance with
physician's orders for 1 of 21 sample residents o
({#41). The iindings were: Monitoring
Review of the March 2014 recapltulation of The Director of Nursing/Designes will bring’
phﬁ:gﬁ? ord:r;a {sahﬁl%egggrgi g;r tfggﬁnho‘ﬁﬁy for the results of the audits to the monthly
me ¢ pans X . i "
resident #41. The order was originally wditen on QA&"A ('"Omm‘“"f" for 3 months for review
6/29/10. Review of the entirs medical record and recommendations.
showad no evidence the BMP was performed o ‘ _
during the month of January 2014. Interview with Date of compliance is April 21, 2014.
the DON on 3f20/44 af 4:15 PM verified the BMP :
scheduled for Januaty 2014 was.not performed
 as ordered. ,
F 511} 483.75(k)(2)(H) RADIOLOGY 511
gg=n | FINDINGS-PROMPTLY NOTIFY PHYSICIAN
The facility must prompily nofify the atlanding
physician of the findings.
This REQUIREMENT s not met ag evidensad
by:
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| physician of the findings.

belt on the roof top unit for this hallway must have
snappad. At 10:16 AM that day, the malntenance
director confirmad the belt was broken,
A83.76()(1) ADMINISTRATION

The facllity must provide o obitalh lsboratory
services to meet the neads of ite residanls, The
facllity Is rasponslble for the quality and timeliness
of the services.

This REQUIREMENT s hot met as evidenced

bgased on medical record review and staff
interview, the facllify falled to ensure laborafory
tests were completed in accordance with
physlclan's orders for 1 of 24 sampla residents
{#41). The findings were:

Review of the March 2014 recapituigtion of
physician orders showed an oraer for a basle
metabolic panst {BMP) leboratory test monthly for
resident #41, The order was originally writlen on
629/10, Review of the entire medica! rocerd
showed no evidence the BMP was performed
during the month of January 2014, Interview with
the DON on 3/20/14 af 4:16 PM verified the BMP
scheduled for January 2014 was not performad
as ordened.

483. 75K RADIOLOGY
FINDINGS-PROMPTLY NOTIFY PHYSICIAN

The facllity must prompily notify the attending

This REQUIREMENT s not met ag evidenced
by

F 467

I 662

1
1
H
i

F-51FRADIOLOGY FINDINGS ~
PROMPTLY NOTIFY PHYSICIAN

Corrective Action

Resident #4%’s x-ray results wei
and faxed to the physician on 3~

#ORM GMS -2567(02-88) Frovious Verslons Ghaolele Evant I 15X611
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Continuad From page 26

Based on madical record review and staff
interview, the facllity falled to promptly notify the
physician of x-ray findings for 1 of 1 sample
resident (#49) with recent x-rays. The findings

Review of the medical record for resident #49
revealed a physician's order dated 2/12/14 fo
"Recheck CXR [chest x-ray] In 2 weoks." No
chest x-ray results for the end of February 2014
could be located in the medical record. Interview
with the ADON on 3/20/14 at 3:50 PM revealed
the x-ray was performad on 2/27/14, however, the
results of the x-ray were not ohtained and faxed
to the physician until the suveyor asked for the
rasulls on 32014,

A83.76(k)2)(Iv) X-RAYMIAGNOSTIC REPORT
1N REGORD-SIGN/DATED

The facillty must file in the resident's clinical
recond sighed and detod reports of x-ray and
other diagnostlc services,

This REQUIREMENT g not met as evidenced
by
Based on madicad record review aind staff
Interview, the faclifty falled to file x-ray rosuifs in
the residents medical racard far 1.6f.1 sample
rosident (#49) who had X-rays ordeéfgd, The
findings were:

Raview of the medical record for resident #49
rovaaled a physician's falephone order dated
2112114 to "Rechock CXR [chest x-réy] in 2
weeks." Howevar, no chast xray results for the
and of February 2014 could be focatad In the
medical record. Inferview with the ADON on

Identification of Qihers
The Director of Nursing/Designee will
conduct a factlity-wide audit of current
residents for the past 30 days to conifirm a
resident’s physician has been promptly
notified of radiology results. Corrective

actions will be faken for identified concerns,
Systemic Changes

F 611

The Director of Nursing/Designee will
sonduct random weekly audits of resident
medical records for four (4) weeks and
monthly for three (3) months to confirm that
physiciang have been promptly notified of
radiology resulis and results are placed in

F 5457 medical record.
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F 511} Continued From pags 26
Based on medioal record review and staff

physlclan of x-ray findings for 1 of 1 sample
resident (#40) with recent x-rays, The findings
were!

Review of the medical record for resident #49
revedled a physiclan's ordet datad 2112114 {0
“Recheck CXR [chest x-ray] in 2 waeks." No

rasuits on 3720414,
sg=01 IN REGORD-BIGN/DATEDR

The facility must file in ihe resideni's clinical
recond signad and dated reports of x-ray and
other dlagnostic services.

hy:
Based on medical record review and staff

resident (#49) who had x-rays ordered. The
findings were:

Reviaw of the medical record for residant #49
revealed a physician's telephone order dated
21214 to "Recheck CXR [chest x-ray] in 2

end of February 2014 could be iccated in the
medical record. Inlerview with the ADON on

Interviaw, the faciiity fallad to promplly notify the

chest x-ray results for the end of February 2014
sould be localed in the madical record, Interview
with the ADON on 3/20/14 at 3:50 PM revealed
the x-ray was performed on 2/27/14, however, the
resuits of the x-ray were not obtalned and faxed
to the physiclan untll the surveyor asked for the

F 5131 483.75(k){2) () X-RAYDIAGNOSTIC REPORT

This REQUIREMENT 18 not mal as svidencsd

Interview, the facllity falled fo file x-rey resutts in |
the resident’s medical record for 1 of 1 sample

weaks." However, no chast x-ray results for the

' F’ 51 1 The Staff Development
Coordinator/Designee will provide

education to licensed nurses addressing the

prompt notification to the physician

regarding radiology results, placing resulis
in medical record and the utilization of a
tracking tool to validate the physician wag,

notified.
- Monitoring

QA&A Committee for 3 months for
and recommendations.

F 513 Date of compliance is April 21, 2014,

The Director of Nursing/Designee will bring
the resuls of the audits to the monthly

review
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surveyor asked for the results on 3/20/14,

320114 at 3:60 PM revealed the x-ray had been
parformed on 2/27/14, However, the results of the |
x-ray were nof fllsd In the medical ragord uniil the

IN RECORD-SIGNED/DATED

Corrective Action

Resident #49°s x-ray results were filed in the
medical record on 3-20-14,

Ldentification of Others

The Director of Nursing ot designee will
conduct a facility-wide audit of current
regidents for the past 90 days to confirm
diagnostic test results are placed in the
resident’s medical record,

Systemic Changes

The Director of Nursing/Designee will -
conduct random weekly audits of resident
medical records for four (4) WQeics and
monthly for three (3) months to confirm thas
physicians have been promptly notified of
radiology resuits and results are placed in
medical record,

STATEMENT OF DEFICIENCIES {(¥1) PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUGCTION {X3) DATE 8URVEY
AND FLAN OF CORRECTION IRENTIFICATION NUMBER: A, BUILDING COMPLETED
C
E36026 . Wike 0342012014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZiP CODE
2700 E 12TH STREET
CHEYENNE HEALTH CARE CENTER CHEYENNE, WY 82004
X4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION $HOULD BE COMPLETION
TAD REQULATORY OR LEC IBENTIFYING INFORMATION) TAG GROBS-REFERENGED TO THE APPROPRIATE BaTE
DEFICIENCY)
F 513 Gontinued From page 27 F 5138 F-513 X-RAY / DIAGNOSTIC REPORT

P |
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3/20/14 ot 3:60 PM revealed the x-ray had been

parformed on 2/27/14, Howaver, the results of the |

x-ray ware not filed In the medicat record unfil the
surveyor asked for the ragults on 3/20/14.

SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORREGTION . (X5)
r?r?s}z-fg( {EAGH DEFICIENCY MUST 88 PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR {.5C IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 5131 Contlnved From page 27 F 613 The Staff Development

Coordinator/Designee will provide
education to Jicensed nurses addressing the
prompt notification to the physician
regarding radiology results and fiting of

results in medical record and the utilization !

of a tracking tool to validate the physician
was notified and results filed.

Monitoring

The Director of Nursing or designee will

bring the results of the audits to the monthly’

QA&A Comniittee for 3 months for review
and recommendations,

Date of compliance is April 21, 2014,
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